	CCA-1224A FORCC (12-17)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Child Care Administration

FAST PASS DCS REFERRAL

ONE FORM PER CHILD
	 

	An Urgent Fast Pass Child Care Referral indicates an urgent child care need to ensure safety, prevent removal, or prevent placement disruption and that the income eligibility and DES required co-payment will be waived for this child.  However, all families may be responsible for charges if a provider’s rate exceeds allowable state reimbursement maximums and/or the provider has other additional charges.

	 FORMCHECKBOX 
 AFTER HOURS
	 FORMCHECKBOX 
 WEEKENDS
	 FORMCHECKBOX 
 HOLIDAY
	DATE: __________________

	CHILD INFORMATION

	CHILD’S ID AND NAME (Last, First, M.I.)
	HLCI PARTICIPANT NUMBER
	SOC. SEC. NO
	BIRTH DATE
	SEX (M-F)
	ETHNICITY

	
	
	
	
	
	

	CASE STATUS:
	 FORMCHECKBOX 
 OPEN/ON-GOING
	 FORMCHECKBOX 
 CLOSED AT INVESTIGATION

	CASE RECORD NAME:

	

	DCS SPECIALIST’S NAME (Last, First, M.I.):
	MAIL DROP:
	PHONE NO.:
	ext.

	
	
	
	

	SECTION - A PLACEMENT

	 FORMCHECKBOX 
 IN HOME PLACEMENT
	 FORMCHECKBOX 
 OUT-OF-HOME PLACEMENT

	PLACEMENT NAME (Last, First, M.I.)
	SOC. SEC. NO
	BIRTH DATE
	SEX (M, F) 
	ETHNICITY

	
	
	
	
	

	ADDRESS (No., Street, City, State, ZIP Code)
	PHONE NO.
	WRITTEN LANG PREF – PARENT 

	
	
	

	MAILING ADDRESS (No., Street, City, State, ZIP Code)(If different from above)
	MESSAGE PHONE NO.

	
	

	SECTION – B PRIMARY REASON FOR CHILD CARE SERVICES

	 FORMCHECKBOX 
 WORK
	 FORMCHECKBOX 
 DCS TRAINING/COURT/STAFFING/FCRB
	 FORMCHECKBOX 
 SCHOOL
	 FORMCHECKBOX 
 SOCIALIZATION
	 FORMCHECKBOX 
 CARETAKER APPOINTMENTS

	SECTION – C CHILD CARE PROVIDER INFORMATION

(Child care is NOT provided to children residing in a DCS foster group home.) NOTE TO CHILD CARE PROVIDER: This referral is approval for the child to attend care.  This replaces the DES verbal authorizations and ensures DES payment for the above named child.  (You will receive a certificate of authorization for each child.)

	Start Date:_______________
	Child Care Needed 20 hrs. or MORE per week
 FORMCHECKBOX 
 (23 D or 23 L Provider Authorization)
	Child Care Needed LESS Than 20 hrs. per week

 FORMCHECKBOX 
 (11 D or 23 L Provider Authorization)

	(ANY UNIQUE NEEDS OR INSTRUCTIONS FOR THIS CHILD SHOULD BE DISCUSSED WITH THE CHILD CARE PROVIDER)

	 FORMCHECKBOX 
 THIS CHILD HAS SPECIAL NEEDS (IEP, IFSP, ISP, 504 Plan, Healthcare, Other)

	CHILD CARE PROVIDER’S NAME

	

	LOCATION ADDRESS (No., Street, City, State, ZIP Code)
	PHONE NO.

	
	

	REMINDER CHILD CARE IS LIMITED TO 23 DAYS A MONTH, MAXIMUM.  THIS INCLUDES MULTIPLE PROVIDERS.

SPLITTING OF UNITS IS REQUIRED IF AN ADDITIONAL PROVIDER IS SELECTED.

	CHILD CARE PROVIDER’S NAME:

	

	LOCATION  ADDRESS (No., Street, City, State, ZIP Code)
	PHONE NO.

	
	

	SPECIAL INSTRUCTIONS:

	SIGNATURE (DCS Specialist completing this form)
	

	**This form must be sent same day of form completion to: CCA-DCS-Referrals@azdes.gov

	Routing: Original-DCS - Yellow Copy-DES Child Care Provider - Pink Copy-Placement/Parent


Equal Opportunity Employer/Program • Under Titles VI and VII of the Civil Rights Act of 1964 (Title VI & VII), and the Americans with Disabilities Act of 1990 (ADA), Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and Title II of the Genetic Information Nondiscrimination Act (GINA) of 2008; the Department prohibits discrimination in admissions, programs, services, activities, or employment based on race, color, religion, sex, national origin, age, disability, genetics and retaliation. To request this document in alternative format or for further information about this policy, contact 602-542-4248; TTY/TDD Services: 7-1-1. • Free language assistance for DES services is available upon request. Ayuda gratuita con traducciones relacionadas con los servicios del DES esta disponible a solicitud del cliente.
